We present a case, who after 15 years of renal transplantation developed severe deterioration of her hypertension without alteration in renal function. Colour Doppler sonography revealed a 90% stenosis near the anastomosis of the graft artery to iliac artery, which was successfully and uneventfully corrected by percutaneous balloon angioplasty. Following the procedure
Introduction
Hypertension is a common concomitant condition in patients with renal transplantation and is associated with greater cardiovascular morbidity and mortality and shorter graft survival. Although the pathogenesis of hypertension in these patients is multifactorial, efforts should be made for the identification and the correction of any treatable cause. [1] [2] [3] In this report we present a renal transplant recipient, who developed dramatic deterioration of her blood pressure control, associated with a high-grade graft artery stenosis at the site of its anastomosis with the iliac artery, which was successfully cured by percutaneous graft artery angioplasty.
Case report
A 55-year-old woman with end-stage renal failure secondary to membranous glomerulonephritis entered our Haemodialysis Program in 1983 and remained in haemodialysis until June 1986, when she received a cadaveric renal transplant. The posttransplant course was uneventful and the graft function remained excellent. Her immunosuppressive treatment had included prednizolone, azathioprine and cyclosporine. She had also been treated for mild hypertension with nifedipine 20 mg q.d, clonidine Five months later the decision was made to perform a pecutaneous transluminal graft artery angioplasty. Arterial angiography (Figure 1, upper) confirmed the colour Doppler diagnosis and angioplasty was performed using a dilatation balloon (Figure 1 
Discussion
Transplant renal artery stenosis (TRAS) is increasingly recognised as a significant cause for severe hypertension and for graft dysfunction and failure. The nature of transplant renal artery stenosis has been thought to occur due to atheromatous plaque in the donor or in the recipient, faulty suture technique or perioperative trauma to the graft artery. The incidence of TRAS is roughly the same between end-to-end and end-to-side anastomosis. The role of immune mechanisms or cyclosporine-induced vasculopathy in the development of TRAS is unclear. Some but not all investigators found that transplant renal artery stenosis occurs less frequently in livingrelated transplants recipients than after cadaveric transplantation. 1, 3, 4 Blood pressure is renin-dependent in cases of renovascular hypertension and should be expected to respond to antihypertensive medications that interrupt renin-angiotensin system. However, acute deterioration of the renal function should be expected after the administration of such drugs in patients with tight transplant renal artery stenosis. In such cases correction of renal artery stenosis is attempted by surgical revascularization or percutaneous transluminal balloon angioplasty (PTA). In fact, PTA has been widely established as the first choice for treating renal artery stenosis, followed by implantation of a stent, especially in ostial lesions to provide protection against early occlusion or late restenosis.
1,2,4,5 Surgical intervention is recommended only when the lesion is inaccessible to PTA and stenting or after unsuccessful angioplasty. 1, 3, 5 The major problem in the care of our patient was the severe hypertension, which was not well controlled with medications not affecting renin-angiotensin axis. Doppler ultrasonography revealed a haemodynamically severe graft stenosis (90%), which was confirmed by angiography ( Figure 1) . Following successful dilatation blood pressure control became easy and remained so for the next 11 months of follow-up, while serum urea and creatinine levels decreased in comparison to the pre-angioplasty values. We elected not to implant a stent mainly because the residual stenosis after the angioplasty was Ͻ20% and we did not want to perform further potentially hazardous manipulations to the renal artery of an otherwise normally functioning graft. In fact, stenting does not unequivocally prevent restenosis, while the complication rate is higher when a stent is implanted than with angioplasty alone. 1, 3 In conclusion, graft artery stenosis with uncontrolled hypertension should be considered a serious indication for angioplasty, even when graft function is normal. In such cases angioplasty may prevent total occlusion that may occur suddenly.
